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excluded the transition from catheter to ﬁstula or graft? You said
these were patients on chronic dialysis. Did you say it was more
than 6 months, or how was it that you deﬁned the fact that they
weren’t just starting dialysis and they were going to move on?
Dr Mahmoud B. Malas. Information on patient characteris-
tics was obtained from the Centers for Medicare and Medicaid Ser-
vices Form 2728. This form, completed by physicians and dialysis
unit nurses, speciﬁcally excludes patients with acute renal failure.
We excluded all patients who died within 3 months from dialysis
initiation and all patients with prior access.
Dr Dalman. There is, however, some possibility that some of
these patients are transitioning to another form of dialysis?
Dr Malas. Absolutely. However, we performed subgroup
analysis for patients initiating dialysis with catheter while having
maturing ﬁstula or graft. Not surprisingly, they did better than pa-
tients who had a catheter only and worse than patients who already
had a mature ﬁstula or graft. This is likely a reﬂection of transition-
ing to permanent access at some point during the study period.
The limitation of our study is the inability to determine when
this transition occurred. Our intention-to-treat analysis likely
underestimated the mortality associated with catheter since many
of these patients eventually transitioned to permanent access.
Dr Ahmed Abou-Zamzam (Loma Linda, Calif). Is this really
just a marker for better health care prior to dialysis? The people
who have the ﬁstulas have anticipatory health care that is identi-
fying them early as potentially progressing to end-stage renal dis-
ease, so you’re selecting out a well-cared-for population vs a
population that didn’t get prior health care.
DrMalas.Health care, nephrology care, and insurance coverage
were all independent predictors of establishing permanent access.However, the surprising ﬁnding in this study was that many of
the patients dialyzed through catheter did have proper insurance
coverage and access to health care prior to dialysis. The survival
beneﬁt of autogenous access persisted after adjusting for age,
gender, race, comorbidities, and insurance status. With the four
different matching techniques we used in our analysis, we
conﬁrmed that over 90% of patients initiating hemodialysis with
catheter match patients initiating hemodialysis with ﬁstula or graft
based on age, gender, race, comorbidities, and insurance coverage.
Dr Matthew Langenberg (Willoughby, Ohio). Do you, or the
committee, have any thoughts or suggestions on ways we can
engage our nephrology colleagues in hopes of more timely
referrals?
Dr Malas. Propensity score analyses showed that nephrology
care increases the patient’s chance of getting a ﬁstula by 11-fold. I
believe there are several interventions we can do to achieve the Fis-
tula First Breakthrough Initiative recommendations. First, we need
to establish better communication with our colleagues in
nephrology. Second, we need to better educate our patients and
involve them in the decision making. The third component is
our responsibility as surgeons to perform timely proper access
type customized for each one of our patients.
Dr Ravi Veeraswamy (Atlanta, Ga). Just a quick question
about the data. Is this placement of access or successful access?
In other words, if they get a ﬁstula and it doesn’t mature and
then they get a catheter and that’s what they use for their ﬁrst dial-
ysis, how is that catheter.
Dr Malas. For this analysis, we excluded all patients with any
prior access types including the nonsuccessful ones. Every patient
included in this study is having initial dialysis for chronic renal fail-
ure through his or her ﬁrst catheter, graft, or ﬁstula.
